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W 000 | INITIAL COMMENTS | , | wooo

This recertification survey was canducted from - @(y 016
June 3Q through July 3, 2008. The survey was o W\/ ’\ L R I
4ritiated using the-fundamental survey process;” 7 |

Aotee Trastmment e Faciity Stafing a fal VERNMENT OF THE DISTRICT OF C
Active Treatment and Facility Staffing a furll GOVE N O TET OF HEALTH "
ey s pondueee ' HEALTH REGULATION ADMINISTRA R
. 825 NORTH CAPITOL ST.,N.E., 2ND FLOOR:

WASHINGTON, D.C. 20002

- A random sampie of three clients was selactad
from a residential population of six males. Qne
client In-the sample had a diagnosis of maderate
mental retardation, one had mild mentsl
retardation; and the third client was diagrnesed
with severe mental retardatian. A fourth client
was added as a focus in the area of client
protection.:

-The Tindings of this survey were based on
observations at the residence and day program,
staff interviews at both the group home and day
program, review of clinlcal and administrative
records {0 include the farlity's unusual incident
reports ahd policies. '

W 126 483.420(a){4) PROTECTION OF CLIENTS W 126
RIGHTS ,

Tha facility'must ensure the rights ef all clients.
Therefore, the facility must allow individual clients
10 manage thelr finsncial affairs and taach them
t¢ do so'to tha extent of their capabilities, -

This STANDARD is net met as avidenced by; :
Baged on interviews with the Qualified Mantal ,
Retardation Professional and record reviaw, the |
facility failed to ensure the rights of client #3 to be
allowed and encouraged to manage the financial | '
affairs and to he taught to do =o to the extent of ‘

thair capabilities.

% nxaec@% EHS . (%6) DATE
0 oD%, ©O——r e et R4 -0

Any deficlency s\@)rmm eriding with an abterisk (") genolae a dafigiency which the Institution may bae excused from coiracting providing it is determined thal
other sataguards provide sufficlent protection-to tha patients. (See Inatruetions,) Except for pLrsing homes, the findings steted abeve are disciosable 50 days
foliowing the date of survay Whether of net 2 plan of corraction k provided. For nurelng homes., the above findings and plans of correction as disclogable 14
days following the date these documen g available =1ald R e e iR i
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W 126 | Continued From page 1 W 126
The finding includes: ‘
o m - Fhe-interdicsiplinary team falled to-establist T Twas T “Esi08
financial dbjective for client #3 to assist him in .
larning to handle his financlal affairs ahd i - : o
determing his potentials. Interview with the QMRP The interdisciplinary team met on
on July 1, 2008 at 3:50 PM rovealed that client 23 8/5/08 to establish a finangisl

required total management for handling finances. objective for client #3.
Althaugh thera wae an assessment, thers was ne -
evidence attempts had been made to assist client
. | #3in overcoming barriers In this area.

W 153 | 483.420(d)(2) STAFF TREATMENT OF W 153
CLIENTS" .

The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
Injuries of unknown source, are reported _
immediately to the administrator or to other :
officials in:accordance with State law through W 153 7/23/08
established procadures,

| . , _ ‘The QMRP was retrained on
This STANDARD Is not met as evidenced by: 7/23/08 on propet notification
Based on interview with the Qualified Ments| procedures of incidents to the
Retardation Professlonal and review of the administration and other officials in
investigative raport, the facility falled to report to accordance with State law for the
ather officials in accordanca with State law District of Columbia. o
through established procedures for cilent 4 . : ' 3
The findings include:
In February 2008, client #$ could not be located
while out in the community with his day program
group. The client was Jocated after 2 “twelve®
hour search involving the police and was located
unharmed; it was dstermined that the incident
had not been reported 16 the state ageney at the
time of thig survey. T :
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W 159 | 483.430(a) QUALIFIED MENTAL W 159
| RETARDATION PROFESSIONAL -
| Each client's active treatment program must ba :
JUUEN O imegfam.wm.ﬂmted_andmonitored.by_a______ I O — e —
qualified mental retardation professional.
This STANDARD is not met as evidenced by:
Based on.observations, interviews with clients,
staff, and the Qualified Mantal Retardation
Professional (QMRP). the QNIRP failed to ensure W 159 .Y
that client's active treatment program o include : 8/08
interventions were established, integreted, .
‘coordinated and monitored; and failed to ensure The QMR.P :Ed dﬂ{'ft n::t:umﬁ
the protection of clients’ rights for two of three were refrained on clie M
clients in the sample. treatment integration, coordination
D and monitoring.
The findings include;
: 1. The GQMRP will develop a 8/8/08
1. [Cross Refer to W2271 The QMRP failed to training program to
enaurg that client #3 assessed communication address client #2's
neads were addressed as evidenced by the commnmication device as
faliowing: well as to have a
. 5 . \ scrapbook with pictures of
Client #2's speech assessment dated November family, friends for
26, 2007 was reviewed on July 2, 2008 at 8:30 enhancement puaposes by
AM. The gssessment recommended the 2/8/08 8/8/08
following: (2) continue o uge his sign languags, 2 Th MRP 1l in-servi
gestures, and Mercuty Gommunication Device (i & & QMRP will in-service
the extent that he Is able) for functional irect care staffon
communicstiona; (B) eohtinug to receive training recommendations outline
on effective use of the Device at his day pragram i client #3°s speech and
and tha SLP or degignatad trainer should provida language dssessment by
the group home staff with weekly updates on hig '8/8/08.
progress (including target vocabulary, and skill 3. The QMRP will make 8/8/08
level, ete); (c) learn to match pictures with objects modifications to client#2’s
and the pictures on hi davice. Day program objective and in-service
should make print outs of the pictures on his direct care staff on
davice fnrép:‘cture to device training In the home. modifications by 8/8/08.

Event I8 CL2Y11
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W 158 | Continued From page 3 W 159
The picture scréen should be reduces i 2-3
pictures; (d) residential providers should continue
to support and facllitate his use of the device by i _
iy " Hssisting him with thartjing, SEing up, and
activating tha devics for funational
communication; (e) should roceive support
training on a goal to ,use photographs-symbols to
augment his current communications system; and
(f) rasidentiz) staff shauld pravide client with a
scrapbook with pictures of family, friends
engaged with him at familiar locations clurlng
familiar actlvmes to enhanee.
The records failed to reflect that the QMRP
considered a training program to address the
above esmmunication nsads,
2. The QMRP failad to ensure that staff were
tralned to implement recommendations outlined
In cllent #3's spaach and language assessment
[Refer to W189]
3. The QVRP falled to ensure that client #2's
ohjective ¢niterions had besn considered for
revision. [Refer to W2585) w189 :
W. 189 | 483.430(e)(1) STAFF TRAINING PROGRAM W 189 8/8/08
- The facliity must provide each employee with g‘;‘d‘“‘mﬂ o it 53:?“."‘ has
initial and continuing training that enables the o each soaff oy D Programs
employes ta perform his or her duties effactively, and each staff at this facility
, efﬁoienﬂy. and competently. will be retrained on job
performance duties by 8/8/08;
: additionally the administration
This .STANDARD is not met g5 evidenced by: will ensure that each employee
Based on review of the training record, the facility receives continuous training
failed to provide documented evidence of staff each quarter or as needed basis
tralning-to ‘ensure competeney in performing their to enable each emplovee in
job duties.: effectively and competently
perform his/her duties.
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W 188 | Gontinued From page 4 . W 189
The finding Includes: _
T T T The facility StaH FATlSd 16 cismanstrata skillsinthe | . N
implementation of client #3's speech and
language fecommendations, (See W249)
W 227 | 483.440(c}(4) INDIVIDUAL PROGRAM PLAN W az2r w227 8/8/08
The individual program plan states the specific The QMRP will in-service
objectives necessary to maet the cllent's needs, direct care staff on
s it o e compronaive sssesamart reccmmendationsouline
9 Y paragraph (e)(3) of this - client #3°s speech and
: : language assessment by
, 8/8/08. The QMRP will also
This STANDARD is not met as evidenced by: _ visit client # 3’s day program
Based on observation, interview and record and produce an observation
raview, the facility failed to ensure that the report on his use of device to
individual program plan states the specific the administration by 8/8/08
objectives necessary to meet the client's needs In addition, the QMRP will
for ona of three clients in the sample. have a Speech training in-
Lo ) . ' service conducted by Speech
The finding includes: therapist to direct care staff on
o . . client #3°s communicati
Upon client #3's arrival to the facility from his day o w8 uzication
" system so that he is able 10
program oh June 30 2008, the clisnt was benefit from his frainin
observed fo camy a communicative device e 1S training
(Mercury)_ Although client #3 was obsarvad to program at his residence as
follow staff verbal directives, he was not chserved wel as day program.
or encourgge to verbally communijeate, to use .
slgn language oF to communicate by using the . The QMRP will ensure that 8/3/08
Mercury. @ - : Client #3°s IPP will be :
: modified to include objectives
The Qualified Mental Retzrdation Professional, addressing the client’s other
who was interviewed on July 1, 2008 at 3:60 PM, assessed communication needs
revealed that the facliity was not encouraging the as outlined in his assessment
use of the Mercury because It had been assessed | - by $/8/08.
ag “too complicated." The QMRP stated however :
thal the day program had indicated that client #3
FORM msmﬂbﬁ-m] Pravioue Varsions Obsclets - Event DsoL2Y1t Fadliy ID; 03G148 If continuatien sheet Page 80716
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W 227 | ContinuediFrom page 5 w227

was doing well with the device and that the cllent
was being taught o make request. When

- quastioned as to the specific training program.
| implemented by the day program, the QMRP was
" | unable to recall the details of the program.

The day program staff were interviewed and
indicated that the cllent had an active
communication prograrn. The staff reported that
tha cliant used the Mercury comrunication
device 1o request when he neegded to use the
bathroom and when ha wanted a snack. The

| clliert was reporiad to be involvad with sign

lsnguage sassions, and according to staff he

| comprehended the meaning of some signs.

 Client #3's'speech assessment dated Navember
26, 2007 was reviewed on July 2, 2008 a8 8:30
AM. The gssessment recommended the

| following: (2) cuntinue to use his sign language,

" gastureg, and the Mercury Communication

| Device (to the extent that he is able) for functional

communlcations; (b) continue to receive training

on effective use of the Device at his day program’

and the SLP or designated frainer should provide

the greup home staff with weekly updates on his

 progress (including target vocabulary, and skill

level, etc); (c) learn to match pictures with objects

and the pictures on his davica. Day program

“ should make print outs of the pictures on his
device for picture to device training in the home.
Tha picturé screen should be reduces to 2-2
pictures; (d) residential providers shauld continue
to supportand faciltate his use of the device by

- assisting him with charging, satting up, and

 activating the deviee for functional

» cammunication; (e) should receive support

training on: a goal 10 ,use photegraphis-symbals to

augment his current communications system; and

FORM CMS-2567 (02-09) Previbus Versions Obsolala
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NAME OF PROVIDER ORI SUFPLIER
MAR:JUL HOMES

W 227 Cuntlnue@ From page 6 _ W 227
- | () residential staff should provida client with a

sorapbook with pictures of family, friends
engaged with him at familiar locations during
s o —---n—-famﬂia‘racﬁvmes tﬂ‘Eﬂhﬂﬂ S i et

Client #3's individual program plan (IPP),

.| reviewed pn July 1, 2006 at 3:40 PM, revealed an
objective that the client would plck up a picture of

& van to indicate his desire to fravel. The IPR

falled to Include objectives to address the client's

other assessed communication needs as-autline

In hig assessment, : '

" W 240 | 483 440(d)(1) PROGRAM IMPLEMENTATION W 249

As soon s the interdisciplinary team has
formulated a client's individual program pglan,
sach client must recelve a continuous active
treatment program caonsisting of needed
Interventions and services in sufficiont number
and frequency to support the achlevement af the
c::)ecﬁvesi identified in the individual pregram
ptan. _

This STANDARD 13 not met as evidenced by:
Based on observation, staff interviews and record
review, the facility failed to ensure that clients
were provided the opportunities for continuous
active treatment in accordance with their
indwvidual program plans (IPPs),

The findings Inciude:
1. There was na evidence that the residential

staff continue the day pregram's communication
training program as evidenced below:

Upon the clisnt #3's arrival to the fagility from his
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W 249 Contlnueci From page 7 ' W 249
day pregram an June 30 2008, ths clisnt was
observed io carry 2 communicative device
(Mercury), The stalf was observed to charge the RN RN SRUPRP
- - i Merenry by plUgging ths wnit Thts THe electncal
sockel. The cliant was not observed or
encouraged to use the Mercury. He was also not
encouraged by staff to make any attéempts 1o use
I i i .
verba pommumcations or gign language W 249 A s/8/08
| The Qualified Mental Retardation Profeasiona), .
who was Interviewed on July 1, 2008 at 3:50 EM, 1. The QMRF will have a
revealed that the facility was not encouraging the Speech training in-service
use of the Mercury because it had been asssssed conducted by Speech therapist
as "teo complicated." The QMRP stated however : to direct care staff on client
that the day program had indicated that client #3 #3’s communication system so
was doing wall with the device and that the client that ke is able to benefit from
| was being taught to make request, When his training program at his
questioned as to the specific training pragram residence as well as day
| implemented by the day program, the QMRP was program by 8/8/08.
unabla to recall the detalls of the: program. QMRP will also produce
onthly reports on client# 3
The day pmgram staff were interviewed and mont
Indicated that the client had an active u;i;;.mg program as well as
communication program. The staff reported that Stafl documentation of
tha Glient used the Mercury communication implementation of his program
device to request when he needed to use the 1o the administration every 30
bathroom and when he wanted a snack. Tha days.
client was:reported to be involved with sign
language sessions, and ascording to staff he 2. QMRP will retrain staff on 8/8/08
comprehended the meaning of some signs. proper implementation of
; : o Client #3°s goal to play music
Sroviied or continued an metve comaat] s 1 fand lelsre
g jcation time to inchxde proper active
{;r:g ram that invalved the Mercury and/or sign treatrment requirements and
guage, : o e
?@@mmmmghwmman
2. According to ciient #8's individual program : include operations of all CD
plan, reviewad on July 2, 2008 at 10:00 AM, the Players in the facility
client had an objective to operate a small CD '
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W 249 | Continued From page 8 W 249

player to play musie of his cholee during leisure
time. A walk through of the facillty failed evidence

“[an'Jaly Y, 2008 &t 350 P, she indicatad that
client ¥ usad the large player that was observed
In the dining reom. Although the client was
seated in the livihg room with the TV on, he
appeared not interested in watching TV. There
was no atlempt by the stzff to encourage the
client to eperate the CD player. '

NCTE: One staff interviewed on June 1, 2008 at

4:30 PM indicated that client#3 enjoyed dancing

but "doesn't listen to music at the facility,"

W 255 | 483.440{f){1)(i) PROGRAM MONITORING & W 255
CHANGE _

8/8/68

The individual program plan must be raviewed st W 255
_least by tha qualifiad mental retardation _
professional and revised as negessary, including, The QMRP will make
but net limited to situations in which the dlient has modigcmm to :ﬂliem #2°5
 succasstully completad an objective or abjactives objective and in-service direct
identified i the individual program plan, care staff on modifications ‘;;
‘ 8/8/08.

This STANDARD is not met ss evidenced by:
Based on Interview with the direct care staff st the
faciiity and: review of client's individual program
| plan (IPF) and documentation of progress, the
facllity failed to ensure that objective criterions
that had kéen achieved by clients [#2) had been
reyised. . . .

The finding includse:

Review of client #2's program data was .
conducted on July 1, 2008 at 3.04 PM. One of
the objectives read "will exchange the correct
number of mixed ceins for @ quarter with one

FORM CMS.2867(02-89) Previaus Verslons Obsolate Event ID: CL2Y11 Faclity ID; DRG145 If continuation shaa! Page Q of 1D

a small CD player. During Interview with QMRP N P PPV RPN TP
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W 255 | Gentinued:From page 9 W 255
- | single prompt at each step”. The documentation
revaaled that client #2 performed February 2008 -
June 2008 at 100% prompts as indicated In the L _ ) _—
B B TR s
The data further reflected that September 2007 -
0ot 2007, client #2 performed at 100%
independenca with supervision which was
excesding:the criterion level. '
PORM GMS-2567(12-06) Previous Versions Otsalete Event IDiCLRY1Y

Farilty ID; 02G146 If continuation shest Psga 10 of 10
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60| INITIAL COMMENTS 1 00
This licensure survey was conducted from June
30 through July 3, 2008. A random sample of a:( Q ) 7/0%”
—1 - threeclients was selected fronTa residential - - GOVERN
population of six males. One client in tha ssmple MENT OF THE DISTRICT OF COLUMBIA
had = diagnosis of moderate mental retardation, HEAL DEPARTMENT OF HEALTH
one had mild mental retardation, and the third 825N T GULATION ADMINISTRATION
client was diagnosed with severe mental ORT” CAPITOL ST, N.E, 2ND FLOOR
retardation. A fourth client was added es & focus WASHlNGTON D.C. 20002
in the ansa of client pratection.
The ﬁndmgs of this survey wera based on
observations et the residence and day program,
staff intsrviews at both the group nome and day
program, review of clinical and administrative
! records toincluda tha facility's unuaual incldant
reports and policies.
I
| 220/ 3510.5(f) STAFF TRAINING I 229
, 8/8/08
Each ttam!ng program shall include, but not be 1229 . )
imited to, the following: The GEMRP has revisited its
ini licies and
) Specnalgy areas related to the GHMRP and the staff training policies an
rasfdents tb be served induding, but not limitad structural changes within the
to, behavior management, sexuality, nytrition, organization to ensure t'hat all
recreation, total cammunications, and assistive staff at the facility receives
technologiés; initial erientation training on
specialty areas to include
This Statute Is not met as ewdenced by: behavior management,
Based on interview with tha Qualified Mental sexnality, nutrition, recreation,
Retardatioh Profassional the GHRMP failed to total communications, end
| train in Specialty areas related to the GHMRP . assistive technologies relevant
and the residents to be served including, but not to client needs on 8/08/08.
limitad to, behavior management, sexuality, :
nutrition, recreation, tutal. communications, and
agsistive tachnolngies
The ﬂndlngs include:

%ﬁé"“% <P~

LABORATORY DISCTOR'S OR FROVIDER/S

PLIER REPRESENTATIVE "8 SIGNAT

URE :i r"qu'&wiItB\ recdon. B Lfmgg

STATE FORM

GL2Y11

W continuatian sheel 1 of &
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1 229| Continued From page 1 - . 1229
The Qualified Mental Retardation Professional | 8/8/08
was requested 1 locsted documentation of staff } P
| training afler the surveyor attempted tolookfor | | | ®) Behavior management o
the documents in alarge unorganized binder. fraining will be conducted
The QMRP stated on June 2, 2008 at 10: 50 AM by 8/8/08 at this facility to
that she was unable ta locate documents that address BSP’s on six
evidenced that the professional staff had individuals who also
provided the following training to the direct care receive psychotropic
staff within the annual time; ‘medicationg. :
. . b) Training dft sexuality, 8/3/08
8) Behavioral Management - Each of the six * total commyimications and
individuals have behavioralsupport plans end recreation Wwill be
receive psychotropic medications. . g
; ) provided to direct care
by There was no documaented evidence that 5"5/"3’ the administration
training in sexuality, total communications, or by 8/8/08. .
recreatipn had been provided to the direct care :
staff.
1379 3519.10 EMERGENCIES : (378
In addition to the reporting requirement in 36195, | 1379 8/5/08
}:‘each,GHMRP shall notify the Departrent of _
eafth, Health Facilities Division of any other MRP was retrai
unusual incident or event which substantially ghhj(g on WS | ined don
interferes with a resident ' s health, welfare, living by teleph rw:;ndngpm cedures
arrangement, well being or In any other way o iennd 1 by written
places the resldant at risk. Such notification shall . Botixcation within (24) hours
be made by telephone immedistely and shall be 1o the Department of Health
followed up by written notiiication within - Facilities Division of any other
wenty-four (24) hours or the next work day. unusual incident or event
; o which substantially interferes
with a resident’s health, .
- ‘ _ : welfare, living arrangement,
;hals 3ta‘tu.let is not mect| :hs ewdgnca? iI:)y: oat - well being or in any other way
Bed on interview and the review of investigative that places the resident at ri
raport, the GHMRP failed o notty the prae Feicent at risk.
Department of Health, Heaith Facilties Division of ’
an unusual inciden{ which substantially interferad
. with a resident * s health, welfare, and well belng
Hyalth Regulallon AdminisTaton N ] )
8TATE FORM i : . Bl CL2Y%1 el If continuation shest 2 of ©

1
1



Aug 06

2008 4:32PM MarJul Haomes, Inc, 2402880079

To: Stacy Thompson Page 17 of 20 SO08-07-28 18:20:32 {GMT)

07/23/2008 O1:34 FAX 2024429430 HRA

p.l14

From: Julia B Towsan

@o1s

PRINTED: 07/23/2008
FORM AFPROVED

STATEMENT OF DEFIGIENGTES (1) PROVIDER/SUFPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATIDON NUMEER:

HFDO3-0008

(X2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING

(X3) DATE SURVEY
COMPLETED

070212008

MARJUL

NAME OF PROVIDER OR RUFPLIER

| STREET ADDRESE, CITY, STATE, 2IP COGE
4910 ARKANSAS AVENUE, NW

HOMES . : WASHINGTON, DC 20012

X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGENCIES
(EACH DEFICIENCY MUST SE PRECEDED BY FULL
REGULATORY OR LSC IDEMTIFYING INFORMATION)

DEFICIENCY)

D . PROVIDER'S FLAN QF CORRECTION ox8)
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1379

[ 422

Continued From page 2

and place;fi the resident at risk. Notification was
not made by telephone immediately and was not
followed up by written notificstion within

1378

| twanty- fcnur (24) hours or the next work day.

Tha ﬁndings Include:

In Fabruaxy 2003, client #4 cauld not be located

while out ifv the community with his day program

group. The ciient was located after & "twelve®
haur search involving the police and was located
unharmed, It was determinad that the incidant
had not been reportad te tha state ageney at the
tirne of thIQ survey,

3521 3 HABILITATION AND TRAINING

Each GHMREP shall provide habiiitation, traimng
- and acsistance to residants in accordance with
the resident ' s Individual Habllitation Plan.

This Statute is not met ac evidenced by:

Based on pbsarvation, staff interviews gnd record
review, the GHMRP failed to provide habllllatlcn.
tralnlng and assistance to residents in

- accordance with the resldent ' 8 (ndividual
| Habilitation Plan,

_The findings include;

There was no evidence that the residential staff
continue the day program's communication
training program as evidenced below;

Upon the client #3's amrival to the facility from his
day program on June 30 Z008, the client was
 observed 1o camy a communicative device
(Mereury). The staff was chserved to chargs the
' Mercury by plugging the unit into the slactrical

1422

Maalin Regulalion Aﬂmlnlsﬁ'atlon

STATE FORM
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1422| Continued:From page 3 - 1422
1 socket. The client was not observed ot
ercouraged {0 use the Mercury. He was also not
encouraged by stafl to meke any attempteto use | B} .
varbal communications or 'sign language,
The Qualified Mentoa! Retardation Professional, 1422 8/3/08
who was interviewed on July 1, 2008 at 3:50 PM, '
revealed that the fagility was not encouraging the -
use of the Mercury because ithad been . - The QMRF will have a Speech
assessad as “"too complicated.” The QMRP raining in-service conducted
statad however that the day program had . by Speech therapist to direct
indicated that client #3 was doing well with the care staff on client #3’s
davice and that the client was being taught to communication system so that
make raguest. When questioned as to the : he is able to benefit from his
specific raining program Implemented by the day training program at his
program, the QMRP was unable to recall the residence as well as day
details of tt?e program. : program by 8/8/08.
The day program staff were interviewed and gm,yw m 0,11 cli::t# 3
“indicated that the cllent had an active ining Pro as well as
communieatien program. Tha staff reported that uammgdmpr gram p
the client used the Mercury cornmunication staff documentation o
davice to request when he needed to use the  implementation of his program
bathroom and when he wented a snack. The 1o the administration every 30
client was reported to be invelved with sign , days.
language sessions, and eccording to sisff he
comprehended the meaning of some signs. 2. QMRP will retrain staff on $/8/08
proper implementation of '
There wasno evidence that the residence Client #3°s goal to play music
provided of continued an active communication of his choice during leisure
l;:_ir::)grarn tI!at involved the Mercury and/or sign ~ time to include proper active
nguiage. . treatment requirements and
2. According to client #3's individual program 7118?“?&““ qf::u ?‘;;Sg)'
plan revievred on July 2, 2008 at 10:00 AM, the inc tadle operations o
client had an objactive that read "Will operatea | players in the facility
-small CD player to play music of his choice dunng
leisure time with gest. 3 x ' x week Mon -Sal." No
small GD player was observad In the facility.
During interview with QMRP one July 1, 2008 at

Heaith Ragulabicn Admirvetralion

STATE FORM . : oo CL2Y11 it vontinuation shust 4 of 6
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3:50 PM, she claimed that client #3 used the
large player in the dining room.
The clientwas not encoursged to use even the

| larger CD during the pericds thai he was
observed seated in the living reom uneccupied
with the TV on that he did not attend to.

One staff interviewad an June 1, 2008 st 4-30 PM
indicated that client #3 enjoyed dancing but
"doesnt lsten o music at the factity”.

1 424) 3521.5(a) gHABIUTA'ﬂDN AND TRAINING 1424 1424
Each GHMRP shall make modifications to the
resident ' $ program at lezst every six (6) months The QMRP will make
| or when the client: modifications to client #2's

' ' objective and in-service direct
(a) Has successfully completed an objective or . -
objectives dentified in the Individual Habilitation e T on modifications by
Plan; ‘ )

This Statute is not met as evidenced by: )
Based on intarview with the direct cara staff at the
facllity and reviaw ef client's individual programi
plan (IPP):and documentation of progress the
GHMRP falled to make modifications to the

| resident * & program when the client had
successfully completed an objective identified in
the individual Habilitation Plan;

The findings include:

Review of client #2's program data was
conducted on July 1, 2008 at 3:04 PM. One of
the objectives read "Will exchange the correct
fiumber of mixed coins for a quarter with one
tingle prompt at each step™. The documentation
revegled that client #2 parformed February 2006 -
June 2008 at 100% promipts as indicated in the -
criterion level,

8/8/08

Haalth Regulation Admimisuaton i ‘
STATE FORM 4 ey £1L.2Y41
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The data further reflected that September 2008 -
Oct 2008 Client #2 parformed at 100%
indepandsgnce with supervision which was

1424

Le‘x«:iemﬁﬁg17'@?3:11&n::m Tevar

3521.7Q) I%IABILITATIDN AND TRAINING

The habilitation and training of residents by the
GHMRP shall includa, when appropriaté, but not
be limited o, the following areas:

(1) Time managemsnt (including use of lelsura
time, scheduling activities): '

This Statute is not met as evidenced by:

Based on Interviews with the Qualified Mental
Retardatlon Professalonal and racord review, the
GHMRP failed fo Incluge, time management
(including use of lgisure tima, scheduling

actlvities);(In) Financlal managemant (including
: budgeting mnd banking).

| The findings inciude:

* The Interdiselplinary tearn falled to establish a

financial objective for client #3 to assist him in
learning to handle his financial affairs and to
determine his potentiale. Interview with the
QMRP on July 1, 2008 at 2:50 ravealed that clisnt
#3 required total management for handling
finances. Although the clignt's assessment

| identified training needs, there was no evidence
that altempts had been made to train clisnt #3 in
this ares.

1442 8/5/08

The QMRP was retrained on
time management, scheduling
activities, finarcial
management for residents on
B/5/08.

The interdisciplinary team met
on 8/5/08 to establish a
financial objective for client
#3.

8/5/08

Health Regu

STATE FORM

alien Adminisliation
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